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How to COMMUNICATE with patients
complain, "The doctor doesn't care about me
as a person; to him or her, I'm 'just a
diagnosis!,,,
They don't know it's perfectly accepta-
ble to say, "I'm not sure what that word
means; would you please explain it?" ...and
instead they complain, "That doctor talks
'way over my head!'"
I!.==================::::::==~-....... Patients aren't stupid! Not at all!
They're well equipped to commu-
nicate in the environments
where they live and work and
make their own contributions to
society. They just don't know
how to oommunioate with
IS TIfAT you.
..__---' '---4.... GOOD ()'(EIrb ? Since about half of all
AN OPtl?ATlOtV TO I---lr----~ U.S. tiuilprectice lawsuits
f\EMOVe. CA/(T/IA6E. grow out of "poor communiee-
FROMYOU/(KAlE£. tion" ...and since many patients
communicate poorly with their
physicians ...it's in your best
interest to learn how to communi-
cate better with them!
A four-step crash-course in
Patient Communication.
1. Tape-record some random
patient encounters.
Many companies tape con-
versations between their cus-
tomers and Customer Service
staff. When this is done with
employee consent and coopera-
tion, results are often dramat-
ic: mistakes and oversights can
be spotted; sales opportunities
identified; employee morale
boosted; and customer relation-
4~H~ ships solidified.
It's not always your fault when
patients complain about "lack of com-
munication." Lots of people have never
learned to communicate effectively.
This article faces that fact, and shows
what you can db about it ...and why you
must do something about it.
If you're a physician, nurse,
office manager, or anyone else
who works in a medical practice,
you've learned two things in a
hurry and learned them well:
• listen for the key point in
what "the other guy" is saying
• get your own key point
across=-qutckly, forcefully, and
memorably
You've learned these corn-
munioation skillsi but many of
your patients have never had to.
They've never worked in an environ-
ment that's anything like a medical
practice. In many environments,
information can be exchanged in a
casual, conversational manner. Many
of your patients are used to commu-
nicating in this way. So, they don't
know how to get a key point
across ...and when the doctor goes
searching for what the patient is
trying to say, the patient com-
plains, "My doctor never listens
to me!"
They don't know how to keep a
conversation fooused ...and when the
doctor tries to zero in on what real-
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This strategy can be adapted
to a medical practice, often with
similar results: improved doctor/
patient communication; and closer
practice/ customer relationships.
To apply this strategy, have
your office manager or other staff
member place a tape recorder in
an exam room, and use it to
record about a half day's OVs.Try
to include different types of
patients in your recordings. When
the taping is done, sit down and
review the results.
Listen to the ways patients
really speak to you, and how you
really respond. Are these
staff/patient conversations a little
(or a lot!) different from what
you imagined? At what point in
the conversations do patients get
around to bringing up the "key
point?" How do they express it?
Timidly? Evasively? With an obvi-
ously artificial bravado? What sig-
nals (hesitations; rising or falling
tones of voice; a tentatively mut-
tered "Mm?") do they use to indi-
cate they'd appreciate an immedi-
ate response? How quickly do
you "pick up on" these signals?
Doyou ever keep the conversation
running with brief, encouraging
words such as, "Yes, please go
on." or, "I understand how you
must feel." or, "We've been able to
help a lot of people who were
going through that."?
The signals patients give you,
are their way of establishing (or
trying to establish) empathy with
you; your verbal responses are
often the "yardstick" they use to
measure your empathy with "The
Real Patient." Many healthcare
professionals make written or
mental notes that show a perfect
understanding of the patient's
real prOblems-but the patient
never sees those notes! To project
the level of empathy you actually
have, in a way your patients can
see, learn to respond in the ways
they expect. You can learn those
expectations ...and develop mean-
ingful responses to them ...simply
by "studying your patients" on
tape!
Onceyou've learned all you
feel you can learn from these
tapes, erase them for the sake of
patient ooiiii dentiality.
2. Learn the "people-words" for
medical terms.
There are many diseases and
symptoms you deal with all the
time. You talk about them in a
jargon that's as familiar to you
as ordinary English is to the 225
million Americans who only deal
with such things when they get
sick. It's very important to the
doctor/patient relationship that
your staff use the same words
when you talk about those things
...and it's very unlikely that all
those 225 million people are
going to learn your words.
Happily, it's very easy for you to
relearn the ways you described
these things before you learned
medical jargon.
A. Make a list of ten diagnoses
and treatments you deal with "all
the time."
B. Sit down with a friend who
isn't involved in the healthcare
field. Tell him or her about each
of these, one by one, and after
you describe each one, ask, "How
does that make you feel?" and/or
"Howwould you describe this in
your own words?" and/or "Does
this make any sense to you at
all?!"
C. Listen to the verbal response.
Try to identify feelings and emo-
tions (often expressed in adjec-
tives) as well as the facts of the
matter (usually expressed in
matter-of-fact nouns). You may
be surprised to hear your friend
use many words (especially those
adjectives!) that your patients
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have been using all along. Now,
when you hear patients use those
words, you'll have a better idea
of what they mean.
D. Watch your friend's body lan-
guage-those involuntary
squirms and facial grimaces that
punotuate all meaningful conver-
sation. Does any of that language
look familiar? Good!Now you'll
be better able to understand
what patients are saying when
they grimace and scrunch up in
the chair.
3. Practice "the fine art of
rephrasing. "
One of the English words
that's expressed most frequent-
ly-and most eloquently I-in body
language, is the word: "Huh?"
It's easy to look into someone's
face and see when he's missed a
point you've tried to make. The
question then becomes: Did he
miss it because I was vague?
The answer is: treat him
with consideration, and cement
the relationship, by rephrasing
your statement! Simply say-
almost apologetically-"Let me
rephrase that." Then think:
~"Which words would he use to
say what I want to say?" ...and
say it in those words.
If there's anything (any ver-
bal technique, that is) that's bet-
ter than re-phrasing, it's pre-
phrasing. Here's how it works:
A. Identify the phrases you use,
that most often stimulate your
patients to say, "Huh?"
B. Goback to your friend who
helped you translate medical jar-
gon into people-talk, and ask him
or her to listen while you express
each phrase in several different
ways.
C. As you speak.rwatch your
friend's face to see how each
phrase "registers." You'll soon be
able to recognize various levels of
comprehension, doubt, worry,
pity, and other subtle expres-
sions that tell, in no uncertain
terms, how well you've
"connected. "
D. When you hit upon a phrase
that "registers" positively, work it
into your vocabulary; when a
phrase registers "negatively,"
work it out. If you can't come up
with a positive phrase after a few
tries, ask your friend to, "Say it in
your own words "-and then make
his or her words, your words.
Real communication has a lit-
tle bit to do with what you say
...but a lot to do with what the
other guy hears.
4. Teach your patients to talkto
you.
Most patients do not naturally
speak the same language as the
healthcare professionals they trust
with their lives. Their minds are
often overcome by fear, pain,
embarrassment, and/or intimida-
tion. They clam up the moment
they get to your office; and after
they've gone, both of you wonder:
what was the point of that
appointment. How can you get
those patients past their clam-ups?
Here are two suggestions:
A. Find out what the patient is
interested in-sports; cooking;
grandchildren; whatever-and
begin the OVby asking a question
that allows the patient to demon-
strate his or her knowledge about
that subject. Once the patient's
confidence is established, turn the
conversation to medicine...and
invite him or her to come to the
key medicel point with equal
confidence.
B. Offer patients a "pre-interview"
with a nurse. This should pre con-
3
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dition each patient to expect sen-
sitive communication with a
physician who talks your
language.
Your "Returns On Investment"
will include:
• better patient compliance with
your instructions
• fewer follow-up telephone
inquiries
• a higher quality of care-simply
because patients have become
more cooperetive partners in
their treatment
• shorter, more cost-effective
patient encounters-because so
many barriers to quick communi-
cation have been removed
• a reduced risk of melprectice
lewsuits-because many of the
lawsuits that grow out of "poor
communication" no longer have
any room to grow!
Did your whole staff
read this article?
Doyou believe they should?
Then COMMUNICATE
with them!
You have the on-staff tal-
ent to turn this article into
an educational production. We
know you do-because you
deal with patients all day.
Here's how to put that on-staff
talent to work:
1. Read this article.
2. Use what you learn to
develop a script that's true to
the facts we've been talking
about ...and true to the per-
sonalities of your doctor(s)
and other staff members.
3. Show your entire staff
what it's like to watch them-
selves with patients.
4. Then tell your staff: "If
you liked the play ...you'll
love the bookl" Then give
them this article to read .
.,
Don't let Medigap
become a reimbursement gap
In block 9d of the standard
HCFA-1500 claim form, there is
room to list one Medigap insurer.
In your Medicare carrier's claims
department are many clerks,
trained to look for one Medigap
insurer in block 9d. If any prac-
tice tries to list two or more
Medigap insurers in block 9d,
Medicare will deny the claim. You
will then need to resubmit, caus-
ing a gap between the time
Medicare receives your claim and
the time you are actually
reimbursed.
To close the gap, enter infor-
mation on just one Medlgap insur-
er in block 9d. If a patient has
additional Medigap coverage, use
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Save nickels, dimes, hours
... on your phone
Is a penny saved really a
penny earned? Think about it·,
that doesn't even make sense.
The truth is, "A penny saved is
twopence earned." After all it,
takes twice the effort to replace a
penny (or a fortune!) that's been
once wasted.
Which brings us to your prac-
tice telephone, where everyone
(without exception!) wastes
money, time, and energy ...or, far
worse, allows people on the other
end of the line (or telephone "ser-
vices" in the middle!) to waste
time and money for them.
Here's how you're wasting
telephone time and money ...
and how to put a stop to it!
"Directory assistance" costs
money; and long-distance assis-
tance can cost more than the call
itself. Stop using this "service ",
and keep an updated name/
address/phone list of suppliers,
-thtrd parties, patients, and
friends.
"Operator assistance" costs
money; happily, you can place
most calls just as easily (and
often just as quickly!) yourself
...and make the operator tell you
"how to do it" for free. Those
computerized voices that tell you:
"This number can be eutouieucei-
ly dialed for 30¢ by pressing' 1'"
are about the worst money-
wasters in the business. Let your
fingers do the dialing! Actually,
all it takes is a fingertip, touching
a dozen buttons instead of one to-~, -'- ,
save your practice enough money
to pay postage on a past-due
statement.
Always use "800" numbers
when vendors and third-parties
have them. To see if an out-of-
~~
town party has an 800 number ,
call 1-800-555-1212 for toll-free
"800" information. (This is espe-
cially useful for insurance com-
panies.) Put the numbers in
your rolodex, so you have them
for future use.
Use WATS lines wisely.
WATSis designed to eiioourege
out-of-town patients and refer-
ring colleagues to call easily,
directly, and cheaply ...and to
provide reduced-cost calling for
practices that place a high vol-
ume of long-distance calls.
Dialing "800" numbers and call-
ing for operator asistance on a
WATSline is not cost-effective.
BestrictoutgoingcaDS
by giving every staff member a
"code" to access long-distance
service. This will identify per-
sonal long-distance calls made by
employees, and will prevent
salespeople (and patients) from
using your phone for their
convenience.
Plan caDS in advance.
Take a moment to think: "What
poinics) do I want to get across
-to how many people at this
location-and what do I want to
eccomplisti by this call?" It may
help to jot these items down on a
5
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"Stuff to Cover" list. When your
call goes through, go straight to
the point ...get the information or
other response you need ...and
avoid small talk. If one person
tries to tie you up with chit-chat,
ask for the next person on your
"List." Once you've ecootaplisbed
your goals for the call, end it with
a polite-but-firm "Thank You!"
Report unsatisfactory ser-
vice-wrong numbers, bad connec-
tions, cutoffs, whatever-immedi-
ately. Call the operator and get a
credit ...and get across the point
that you won't accept second-rate
service ever.
To save major money, review
your telephone service once a
year. Ask various transmission
vendors (MCI, U.S. Sprint, AT&T,
etc.) and equipment vendors to
submit proposals and show you
how much time, money, and
aggravation you might save by
adding, changing, or eliminating
certain "amenities." If you don't
feel comfortable making value-
judgments between all the apples
and oranges and bananas offered
by all those different vendors,
you may want to pay a telephone
consultant to review their propos-
als and make an objective recom-
mendation. If a review shows it
could be very cost-effective to
install a new system or contract
with a new transmission vendor,
don't be afraid to tell your pre-
sent vendor(s) and give them a
chance to make you a better offer.
To extend friendship,
extend credit terms
A good debtor is one who
makes his or her payments on
time, according to the schedule
you've agreed upon-a schedule
based upon the patient's ability to
pay. What happens if the patient's
ability to pay is suddenly disrupt-
ed...by unemployment, injury, or
some other unforeseen problem?
Does the patient automatically
become "bad"?
Of course not! He or she is
still a good friend of your prac-
tice ...still a good source of word-
of-mouth referrals ...and still a
good credit risk who'll probably
pay in full as soon as times get
better. Buii-because good patients
are often sensitive people to begin
with-he or she may not have
taken the initiative to call you and
ask for a temporary credit exten-
sion. It pays for you to take the
initiative for patients like these.
Whenever you notice a lapse
in payments from a patient who
has always paid faithfully, call
and find out what the problem is.
If it's something beyond the
patient's control, ask what you
can do to help. You may be able to
reduce the monthly payments to
fit into a reduced family budget
...or grant a two- or three-month
"collection deferment" until the
patient can get back on his or her
financial feet. Once you and the
patient agree on new terms, fol-
low up with a letter that spells out
those terms and invites the
patient to call you :f1rst if any new
problems arise.
Tension piles up when credit
patients fall behind. But when you
grant credit extensions, you keep
good patients ...maintain slowed-
but-still-steady cash flow...and
eliminate tension. And that, dear
reader, is why it's called an "ex"
tension.
6
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Help celebrate a new
(prospective) patient!
Whether you're in pedi-
atrics, family practice, or internal
medicine, every new baby born
into the family of one of your
patients can become a new
patient ...sooner or later. There
are several ways you can give the
parents of these prospective new
patients a lasting reminder that
"Our Practice Is Family!"
1.Print up a supply of birth
announcements with a message of
celebration on the front, your
practice name and logo on the
back, a slot to hold a baby photo,
and an imprint area that can be
personalized with the baby's
name, birth date, weight, height,
and parents' names. Whenever a
baby is born, surprise the parents
with twenty or so announcements.
As an extra nice touch, have the
person on your staff with the
nicest handwriting add the appro-
priate information ...and present
the proud 'new parents with a
.•timely and valuable gift. (The
more announcements you can
print for each new birth, the mer-
rier ...because more of the baby's
relatives, friends, and neighbors
will see your name and logo in a
very positive settlngl)
2. Contact an advertising specialty
vendor (usually listed in the yel-
low pages under "Advertising
Specialties") and see how many
gift items they offer that can be
imprinted with your practice
name, address, and telephone
number. Baby bottles; diapers;
educational toys; many of the lit-
tle things your patients would buy
for a baby are available as
imprintable advertising special-
ties. So you're sure to find a gift
that people will appreciate; and
that gift will be sure to promote
your practice. You may want to
try working with your pharma-
ceutical representative to offer a
joint gift, such as an attractive
diaper bag bearing the name of
your practice and the name of
the drug company.
3. Visit a local toy store or
department store that [a] sells
Teddy Bears and other stuffed
animals; [b] offers monogram-
ming services at a minimal
charge; and [c] provides cus-
tomers with neat cards that read
"A Gift From .... " Purchase a
number of $5-to-$25 gift certifi-
cates; whenever a new baby is
born into one of your patients'
families, present the parents
with a card and a gift certificate
they can [a] redeem for the ani-
mal of their choice; [b] personal-
ize your gift with the baby's ini-
tials; and [c] keep your gift until
it's an heirloom!
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Evaluating Your Practice
with a Quarterly Analysis
A continuing series by Laura Sachs
PARTm Overhead
In tough economic times, it's essential to
take a hard look at your total practice over-
head. During an economic recovery, it's
smart to keep track of those overhead dol-
lars to make ,sure they're working hard for
you. Here's how to keep a close eye on
them.
1. Total your overhead dollar amounts and
calculate their percentages of practice gross
for the last three months. Break overhead
into categories such as salaries, supplies, lab
costs, and rent.
2. Total the number of staff incentive
bonuses reached for the last three months
and the total dollars earned in incentive
bonuses.
Is Your Total Overhead Percentage On
The Rise?
Figure the percentage of your overhead
by dividing overhead totals by your gross
production. If the percentages have risen
since last quarter there are two possible
causes.
1.You are producing less.
2. You are spending more.
It is essential that you determine the cause
of either increase.
A runaway overhead often indicates
inefficiencies, waste, or poor cost and
resources control. Compare your quarterly
percentages per category-salaries, rent, lab
costs, etc., to help you locate precise
problems.
It can also help to know whether you
paid more or less to your staff in incentive
bonuses so you can measure the effective-
ness of your bonus programs.
Laura Sachs is the president of
Laura Sachs Consultations, a
Clifton, Virginia-based practice
management and marketing firm.
She is the author of Do-lt- Yourself
Marketing for the Professional
Practice and The Professional
Practice Problem Solver.
Don't bill Medicare for "family matters"
I'M DR. ZUGH'5 1111RD COUSIN
oN HIS MOIlf~I<.5 510£.
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Question: Does HCFAconsider it
illegal to bill Medicare for services
rendered to the doctor's immedi-
ate or extended family?
Answer: YES. HCFA's interpreta-
tion of "family" includes parents,
step-parents, cousins, even in-
laws! Any claims made for care
provided to any family members
can be denied if Medicare finds out
of the relation. The doctor (and
staff!) may be liable for fines and
criminal prosecution if Medicare
didn't know about the relationship
when they paid the bill. So don't
do it, OK? OK!
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Don't let MSP put any extra
demands on you
HCFAis serious: They are not
going to pay benefits that a pri-
mary payer should pay. They are
going to track down payments
they've already made that may
be in error and demand that the
money be repaid to Medicare.
Many primary payers (and medi-
cal providers!) are now receiving
"Demand Letters" from HCFA
...and what HCFAis demanding is
a full and immediate refund. If
you've received any of these
demands it probably means:
HCFA is paying more attention to
your MSP paperwork than you
are. And it may mean: HCFA has
targeted you for an MSP audit.




IRS tax returns dated 1987 thru
1989, and identified 9,000,000
Medicare beneficiaries who
worked, or who were married to
someone who worked, during
"those years. They followed up by
sending questionnaires to the
employers of those 9,000,000
people, asking for insurance
information. The "primary payer"
information in those responses
was then computer-matched
against Medicare's reimburse-
ment records; and guess what?!
They found claims sent to, and
paid by, Medicare ...that should
have been sent to a primary
payer. They've found hundreds of
thousands of such claims so far.
and they're just getting started.
And every time they find one, a
demand letter goes out.
Most demand letters, so far,
have gone to employers and
insurers; but more and more
medical practices are beginning to
receive these "Hello's from
HCFA!" If a practice receives one
or two, HCFAwill probably figure,
"Mistakes happen." But if a prac-
tice receives a lot of letters, some
HCFAFiscal Intermediary (FI)
may just say, "Those people don't
seem too excited over this MSP
thing; reckon I'll mosey on down
an' do me some fancy auditin'."
Or other words to that effect .
How to avoid MSP problems
First-that is, beginningright
now-have every Medicare
patient complete a form similar to
the one on page ten. You may
copy our form as-is, or edit it to
suit your practice.
Second,make sure the pri-
maJYpayer is identitied in every
patient's billing records •••that
your records are updated at least
once a year ...and that primary
payers are always billed tu-st: and
Medicare is billed second.
~d, if you do receive a
demand letter from BCFA, don't
pay it until you've checked your
records to see [1] who paid what
to whom, and [2] who should have
paid what to whom. If it starts to
get more complicated than it
seems to be worth, remember
these "basics":
• You're entitled to be paid for
the care you provide.
• You do the billing; primary pay-
ers and MSP do the paying.
• If HCFAdemands an MSP reim-
bursement from you, you're enti-
tled to demand an equal reim-
bursement from the primary
payer.
• Again, in spite of all the federal
laws and insurance rules and reg-
ulations and computer-searches
and paperwork explosion and
MSP demands-you are entitled to
be paid for the care you provide!
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Audits That Can Go Back Six Years. You're probably familiar with the IRS's usual
three-year statute of limitations. But there are so many special rules and excep-
tions that you can't always rely on it. The Tax Court recently upheld an IRS
attempt to assess a Kentucky doctor for pension loans made five years earlier
from a disqualified plan. The reason the IRS was able to ignore the three-year
statute of limitations? Since the loans were never correctly reported to the IRS,
the three-year statute of limitations never began running, and a longer six-year
period applied.
Voice Mail In Your Office? If you resisted the computer and the fax machine, you're
probably also resisting voice mail-that electronic switchboard. Although prices
may be coming down-newer systems are available for around $3500.00, and
can be purchased at office supply stores-patients probably aren't going to
accept a mechanical receptionist. Webelieve that the nature of calls to a
doctor's office-emergencies, etc.-<lictates the need for a caring, thinking
human being on the receiving end of a call.
Tax-Free Lifetime Benefits. There's been a whole new set of life insurance policies out
there that pay "living benefits," that is, benefits during your lifetime, if you
need the cash as a result of an expensive terminal illness. Under traditional tax
rules, receiving such benefits would be taxable. But the IRS has just proposed
new regulations that would exempt such benefits from taxation if you're termi-
nally ill, which the agency defines as expecting to die within 12 months.
What To Look For In A Disability Policy. Disability policies are much more complicated
than life insurance policies, so you've got a lot more to look for. Most impor-
tant, look for a policy that's noncancelable, defines disability in terms of your
own specialty, provides for income replacement as you return to work, and
includes a cost of living index that increases disability payments with inflation.
Should you buy a policy with a longer or a shorter waiting period? Since policies
with a longer waiting period are less expensive, you should first get as much
coverage as the insurance company's limits provide, and then determine the
waiting period based on how much you want to pay.
© Copyright 1993 The Doctor's Office. This page offers a discussion of general legal and practice principles, but only your own
accountant or attorney can recommend specific actions you should take on your own professional circumstances.
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MEDICARE/INSURANCE INFORMATION
Changes in the Medicare payment system regarding secondary and supplemental insur-
ance benefits may affect how we handle your account in our office. For this reason we have
found it necessary to update your records.
Thank you for completing this information so that we may help you to receive your insur-
ance benefits as promptly as possible.
Patient's Name Medicare #
DO YOU HAVE ANY INSURANCE IN ADDITION TO MEDICARE? DYes DNo
IF YES, please complete this form.
1. Are you covered by a Medi-gap or supplemental insurance plan?
( A plan which covers the costs of services approved but not paid by Medicare such as
deductibles or the 20% coinsurance.)
DYes 0 No
Name of Insurance Co. _
Group# Agreement# _
Policy # _
2. Are you covered by a basic insurance plan through your employer?
(A plan.which pays you the same benefits that other non Medicare employees
in your company receive.)
DYes DNo
Name of Employer _
Name of Insurance Co. _
Policy # _
3. Are you covered by a basic insurance plan through the employer of your spouse
or other family member? (A plan that pays you the same benefits that other non Medicare
employees of that company receive.)
DYes 0 No
Name of Spouse or Family Member _
Name of Employer _
Name of Insurance Co. _
Policy # _
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